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Boy, aged 6 Admitted with a very painful swollen knee-joint twenty-four hours after sustaining an injury to the knee, which at the time had not been very troublesome. At examination on admission he had a pyrexia of IOO1 F (37-8 C) and pulse 120 per min. He held the knee in 20 degrees of flexion allowing no movement of the joint. WBC 16,700; ESR 13 mm in one hour (Westergren). Initial aspiration under general anesthetic produced 30-40 ml of pus and therefore 500,000 units of penicillin G were instilled into the joint cavity. Culture of the pus later showed the organism to be a Staphylococcius aiuurelus resistant to penicillin but sensitive to cloxacillin.
On the day after admission, the knee was again very swollen and tender and, under a second 'Present address: Thc Cacsrshani Centre. Casersharn Road.
Londoni NW5 general anesthetic, a system for continuous perfusion was established without arthrotomy. Perfusion of the joint with cloxacillin solution (500 mg in 500 ml normal saline), together with the administration of cloxacillin systemically (125 mg 6-hourly), was continued for six days with the limb immobilized in a gutter splint, and light skin traction applied below the knee. After this period the inflammation and swelling of the joint subsided considerably, he was apyrexial and the white blood count was 7,000/c.mm.
After one week of physiotherapy and gradually increasing activity in the ward, he was discharged from hospital to continue a six-week course of cloxacillin 125 mg orally 6-hourly. One month after the onset of the illness he was fully active and asymptomatic; WBC 4,100; ESR 5 mm in one hour (Westergren).
Discussion
Septic arthritis, unless treated as an orthop;edic emergency, carries the risk of producing a permanently damaged joint with impaired movement. Conventional lines of treatment produce full and pain-free function of a joint in only about 60% of cases (Galasko 1966) . Nelson (1966) found that 12% of 117 cases had residual disability at follow up.
All treatment is based on immobilization, administration of antibiotics and drainage consisting either of simple aspiration, repeated as necessary, or of formal arthrotomy with or without open drainage. These methods have appreciable disadvantages. Repeated aspiration is disturbing, particularly to a young child, and may require a number of general anesthetics. Open drainage predisposes the joint to secondary infection and thus increases the risk of joint stiffness.
The patient described was treated by continuous perfusion of the joint by an antibiotic solution as described by Galasko (1966) .
A second similar case in a 9-year-old girl was treated by initial arthrotomy, to evacuate thick pus, followed by continuous perfusion. A Staphylococcus aureus was isolated and the same regime followed as in the above case. Clinical improvement was rapid and after five weeks the patient walked painlessly with a slight limp and had 80 degrees of flexion at the knee-joint.
Long-term Results of Bilateral Astragalectomy for Congenital Deformity C J Spivey FRCS (London Hospital, London) P L, man aged 27 History: Born in Australia with bilateral foot deformities. He had no specific treatment until the age of 4 when bilateral Whitman's astragalectomy was performed. He started to walk at the age of 5, using calipers for several years. His feet were stiff and there was calf wasting but no gross pain. At school he was encouraged to do athletics and by the age of 19 was the Australian Junior Marathon and one mile champion. In 1963 he developed some pain in the right foot, but this resolved with physiotherapy. After three days' extensive walking in May 1968 he developed pain in the left foot which persisted in spite of bed rest.
On examination: Both calves were wasted and there were scars extending from the line of the tendo achillis laterally around the ankle-joint. The malleoli were very prominent and he walked barefoot with all his weight on his forefoot and did not bring his heels to the ground (Figs 1 and 2) . 
